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Patient-provider communication is an important aspect of quality of care 
and poor communication is a frequent problem. Evolving communication 
technologies can create new problems as well as offer opportunities for 
addressing them.  It is not known how providers choose among available 
technologies, decide who of their patients to communicate using such 
technology, or how use influences patient satisfaction.   
This thesis addresses these questions in three aims, incorporating a 
survey of primary care providers on their communication patterns, the linkage 
of survey results with existing patient-reported data, and qualitative interviews 
with primary care physicians on their experiences with favorite patients.   
In Aim 1, I found that while more providers had used their cellphones 
than email to communicate to patients (54% vs. 38%, p=0.03), they were more 
inclined to give their email addresses than cellphone numbers (56% vs. 37%, 
p<0.001).  Academic providers and providers who gave patients their email 
addresses were more likely to communicate with their patients electronically 
than community providers and those who did not give email addresses, 
respectively.   
In Aim 2, multivariable regression analyses revealed that making email 
addresses available to patients by non-pediatric providers was associated with a 
19-point difference in overall satisfaction but not individual satisfaction 
domains.  The offering of a provider email address is a signifier of a strong 
patient-provider relationship. The use of cellphone, email, and text-messaging 
was not associated with satisfaction. 
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In Aim 3, I found that favorite patients are often not like their physicians 
in socio-demographic and personality characteristics.  Cellphone numbers were 
privileged by physicians and when given, only to a few patients whose illnesses 
warranted having direct access; email addresses were given more often, 
especially when the patient was a fellow physician or employee of the same 
medical institution.  Some favorite patients fell into these categories; others did 
not.     
These findings suggest the need for institutional guidelines that establish 
expectations and boundaries in communicating with patients outside of the 
office.  
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Chapter 1: Overall Aims and Literature Review 
 
Overall Aims:  The Importance of Patient-Provider Communication 
 
Patients want timely information and high quality healthcare from their 
doctors.  The technical term that captures this objective is ‘patient satisfaction.’  
One important aspect of patient satisfaction is the ability to communicate with 
doctors at times other than the in-person visit.  Yet while excellent provider-
patient communication is essential to high quality care, poor communication is 
a frequent problem1. Evolving technologies and patterns of communication 
create new problems as well as offer opportunities for addressing them.  Email 
capability, for example, can expand patient access to their providers at times 
most convenient for them, but are also less personal than face-to-face or 
telephone communications.  In addition, emails may go unanswered by 
providers who are too busy or who have not taken up new communication 
methods.  It is not known how providers choose among available 
communication technologies, how providers decide who of their patients to 
communicate with using novel technologies, or how use of these technologies 
influences patient satisfaction.   
This thesis addresses these questions via three aims.  Aim 1 
characterizes healthcare provider use of cellphones, email, and text-messaging 
to communicate with their patients, as well as their attitudes and concerns 
regarding such use.  Aim 2 determines whether use of these communication 
technologies is associated with patient-reported satisfaction.  Aim 3 examines 
what effects, if any, the ‘favorite patient’-physician bond has on how physicians 
communicate with their patients and practice medicine.  In addressing these 
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aims, this mixed method thesis incorporates the results of a survey of primary 
care providers on their communication patterns, the linkage of those survey 
results with existing patient-reported data, as well as qualitative interviews with 
primary care physicians on their experiences with favorite patients.  The thesis 
takes a healthcare policy perspective and will consider the implications of these 
aims for patients, physicians, and healthcare institutions.   
Literature Review 
 
Aim 1: The Patient-Provider Communication Problem 
In spite of what is known about the factors that influence patient 
satisfaction with patient-provider communication2-6, patient-provider 
communication is not always what it should be7. Patients often have a hard 
time understanding their providers, who often use technical language when 
they communicate7. Providers also often fail to discuss chronic disease 
treatment, and often do not appreciate their patients’ health priorities7,8. 
Communication problems like these can diminish both patient satisfaction and 
other health outcomes9. This is notable since communication is often worse 
with patients with poor health7,8. The use of cellphones, email, and text-
messaging have been suggested as a partial solution to these problems10. Since 
they can be more convenient than traditional telephone communications, they 
have the potential to increase patient access and improve relationships with 
providers outside of the clinic setting. Yet, while 85% of Americans own 
cellphones and 52% gather health information on their phones, there is limited 
literature on provider use of such technologies, particularly cellphones and 
text-messaging, to communicate with patients11.  
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Novel Communications Technology 
Much of the classic literature on patient-provider communications has 
centered on how and what patients and providers say to each other during face-
to-face encounters. Yet healthcare communications often occur outside of such 
interactions12-15. Cellphones, email, and text-messaging are three important 
tools that patients and providers can use to communicate after their initial 
meeting. 
The use of cellphones, emails, and text-messaging differ from in-person 
communications and traditional “landline” communications because of the two 
opportunities offered by these “asynchronous” communication technologies10,16: 
constant access and controlled response. Asynchronous communication takes 
place when the communicator and recipient are not simultaneously present; 
these three novel technologies exist on a continuum of those opportunities10.  
While synchronous communication can occur using a cellphone, they also 
expand both (caller) access and (respondent) control. Unlike traditional landline 
telephones, cellphones are by definition mobile and can travel with its user, 
opening up access for callers to theoretically reach the user anywhere and 
anytime. With a provider’s cellphone number, patients are not constrained by a 
provider’s geographic relationship to his or her office or home. Yet with 
cellphone voicemail, caller ID, and other features common to cellphones, this 
unfettered access also allows provider control. Providers do not need to answer 
right away and can adjudicate when and how they want to respond to their 
callers. Emails and text-messaging work in much the same way and all three 
technologies can overlap with one another on computers, tablets, and phones, 
within and outside of health information technology systems the clinics may 
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have in place.  Both providers and patients cite this control feature and the 
ability to compose responses on their own time as a strength of asynchronous 
communication, commenting, for example, “Using e-mail at work gives me a 
chance to concentrate on what I want to ask the doctor,” and “I feel that if the 
email service was taken away, the patients would suffer”17.     
Barriers to Novel Technology Adoption—Personal 
There appears to be a gap between patient desires for using novel 
technologies to communicate with their providers and provider interest in such 
technologies. Much of the disconnect between patient and provider interest, and 
actual use of cellphones, emails, and text-messaging for patient-provider 
communication, stems from provider reluctance to engage in such technologies. 
The reluctance is shaped by professional concerns as well as personal 
experience of the technology. One major deterrent is the amount of time (actual 
or perceived) required of communicating with patients using cellphones, email, 
and text-messaging18-22. On average, primary care providers spend half an hour 
per day outside of office time communicating with patients, staff, and other 
providers23. Many want to be compensated for the time they spend 
communicating with patients and many reported that their use would increase 
if they were reimbursed for the time24-26. Concern for negative consequences 
associated with the use of novel technologies is another deterrent. 
Confidentiality breaches24,27-30, misinterpretation of messages by patients, and 
system failures that would impede communication were all cited as major 
provider concerns, though researchers note that many of these deterrents are 
anticipated challenges, rather than negative consequences actually experienced 
by providers using novel technologies20,22,28.  
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Barriers to Novel Technology Adoption—Government 
Beyond personal perceptions and experiences, perhaps the most significant 
deterrent to the widespread provider use of cellphones, emails, and texting to 
communicate with patients is the perceived threat of penalties from the Health 
Insurance Portability and Accountability Act (HIPAA)27,31,32. HIPAA concerns 
may also underlie much of the disconnect between provider use of novel 
technologies and institutional policies on how providers use these technologies. 
First enacted in 1996, HIPAA protects patient privacy by setting standards on 
how individually identifiable information can be shared (the ‘Privacy Rule’), the 
security safeguards providers have to protect electronic health information (the 
‘Security Rule’), and the circumstances when patients are notified of security 
breaches (the ‘Breach Notification Rule’)33.  HIPAA does not endorse or 
discourage the use of any mode of communication; the use of cellphones, 
emails, and text messaging are not expressly discussed34. Rather, the Security 
Rule of the Act requires covered entities (i.e. healthcare providers, health plans, 
and healthcare clearing houses) to provide ‘adequate safeguards’ in the use of 
these technologies. HIPAA safeguards require secure transmission of 
information so that it is only read by the intended recipient. Providers who use 
cellphones, emails, and text-messaging to communicate with their patients 
would be in violation of HIPAA if they shared patient health information with 
someone other than the patient without their permission, were not able to 
demonstrate data security, or failed to notify patients of a data breach. 
Importantly, for providers and their institutions in violation of such rules, 




Barriers to Novel Technology Adoption—Healthcare Institutions 
While federal regulations are technology neutral, many private 
organizations interpret the latitudes of the regulation differently and respond 
with policies of their own to ensure that members do not violate HIPAA and 
other institutional concerns. Because of their smaller size and scope than the 
federal government, these organizations may be more adaptable to social 
changes and able to enact policy updates more frequently than regulators; 
many have specific regulations pertaining to provider use of cellphones, emails, 
and text-messaging to communicate with patients. These regulations are 
sometimes more narrowly defined and restrictive than HIPAA itself. Unlike 
HIPAA, however, violators often see little to no punishment and the penalties of 
violations are not clearly stated in the policies. Furthermore, provider 
awareness of the policies is perceived to be low (personal correspondence, 
Johns Hopkins Hospital HIPAA counsel, 2014).   
For example, at Johns Hopkins Hospital (JHH), the organization’s email 
guidance corresponds to HIPAA in indicating that email communication 
between providers and patients, even through unsecured platforms, does not 
have to cease. However, providers must adhere to a list of strict requirements in 
order to do so, including obtaining patient approval, verifying the correct 
address is used, sending only the minimum amount of personal health 
information necessary, and including an institutional warning and disclaimer 
regarding HIPAA policies. For text messaging, the institution deviates from 
HIPAA and sets policies based on the circumstance and content of the texts.  
Johns Hopkins Risk Management permits the use of text messaging to send 
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appointment and medication reminders and confirmation, provided that those 
messages are in line with guidance on emails and voicemails. No other uses are 
permitted. Yet guidelines “are not regularly policed” and carry no penalties for 
violations (personal correspondence, JHH Medical Affairs, 2014).   
Aim 2: Patient-Reported Satisfaction as a Measure of Quality 
Patient-reported satisfaction with their providers is the primary outcome 
in Aim 2. While patient satisfaction is a measure of a patient’s perspective, it 
can also serve as a proxy for the level of patient centeredness of a healthcare 
provider or institution35. Such an assessment is crucial because of the 
importance of the patient perspective—measured by patient reported 
outcomes—in achieving high quality healthcare, as detailed by the Institute of 
Medicine report Crossing the Quality Chasm35,36. Although some differentiate 
the terms ‘patient satisfaction’ from ‘patient experience’37, this aim follows the 
example of studies that use the terms interchangeably— thus patient 
satisfaction with provider access and communication with providers is used for 
how favorably patients rate their experiences with accessing and 
communicating with their providers. The value of the patient perspective, and 
this measure in particular, can be seen in the commitment of organizations 
such as the National Committee for Quality Assurance and the American Board 
of Medical Specialties in endorsing and requiring surveys of patients’ 
experiences of care35. Most significantly, the Affordable Care Act (ACA) has 
mandated the use and reporting of patient-centered assessment38. In practice, 
providers seeking payment from the CMS through performance payments, 
including the Physician Quality Reporting System, which are required to collect 
and report patient experience surveys as of 201338. The Consumer Assessment 
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of Healthcare Provider and Systems (CAHPS) survey is one of the most widely 
used in the US, and the chosen instrument for CMS demonstration programs to 
measure patient satisfaction39. The CAHPS survey will be used as the primary 
measure of patient satisfaction for the analysis.  
Drivers of Patient-Reported Satisfaction with Patient-Provider Communication 
There are many factors that affect patient-reported satisfaction of their 
communications with their providers2-5,40-42. Prominent among the drivers of 
satisfaction are the quality of the patient-provider relationship and patient 
access to their providers (e.g. whether patients can reach their providers as 
needed). While the content and tone of patient-provider communication are also 
important2,4,6,40, the present work will focus on patient-provider access and 
relationship in the primary care setting. Patients look for rapport and trusting 
relationships with their providers40,42; they also value access to providers12.  It 
has been suggested that gestures that demonstrate having access, such as 
being given a provider’s email address (even without using it), can improve 
patient satisfaction2.   
Aim 3: The Science of Liking and Attraction  
 Given the importance of the patient-physician relationship in patient 
satisfaction with communication, the patient-physician relationship is 
examined in detail in Aim 3.   
Liking 
 It is human nature to like some people more than others and to work 
better with some people than others.  Our affinity and preferences for some 
people and not others are manifest in the friendships, personal relationships, 
and even political affiliations43-46.  A host of factors determine why people like 
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some more than others, from how much they are liked 47, to similarities45, and 
culture46.  People are attracted to people who are most like them in friendships 
and romantic relationships43,45, yet these same traits need not be present for an 
effective working relationship.  In studies of pairs of engineering students, for 
example, personality combinations did not appear to be significantly related to 
levels of communication, satisfaction, confidence, and compatibility48,49.   
Countertransference 
 Countertransference is a psychoanalytic concept that describes therapist 
reactions to challenging clients and can serve as a conceptual guidepost into 
examinations of physician reactions to favorable patients.  The term is defined 
as “the therapists’ reactions to clients that are based on therapists’ unresolved 
conflicts50.”  A therapist with unresolved anger, for example, may be easily 
annoyed by things a client says.  The impact of countertransference on the 
therapist could be internal (i.e. affective and cognitive) and have little impact on 
the client or external (i.e. behavioral) and evident to the client50.  If unchecked, 
therapists could become disengaged or hostile with their clients51.  While there 
is little empirical guidance on managing countertransference reactions with 
clients, research does suggest that therapists who attend to their unresolved 
conflicts and those who are cognizant of their own countertransference 
reactions are best able to minimize those reactions to their clients50,51.  
The Hateful Patient 
 In the clinical setting, the challenging patients that can invoke 
countertransference have been described as “hateful” or “heart-sink” patients.  
The term ‘hateful patient’ was first coined by JE Groves in 197852.  Strous et al 
re-examined the term in 2006 for the 21st century context and found the 
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archetypes: the dependent clinger, the entitled demander, the manipulative 
help rejecter, and the self-destructive denier still true to modern medical 
practice, albeit with the dependent clinger broaching boundaries via email, for 
example, rather than telephone52,53.  Beyond these archetypes, O’Dowd et al 
found that definitions of ‘heart sink’ patients to differ by physician sex and 
practice location, suggesting, as with countertransference, the bi-directional 
nature of poor patient-physician relationships.  Despite the many reasons why 
a patient may be deemed especially challenging, their effects on physicians on 
similar: these patients engender feelings of anger, exasperation, and 
frustration53-55.   
VIP Syndrome 
 While countertransference and the hateful/heart sink patient offer 
models of the opposite extreme of favorite patients, the notion of ‘VIP patients’ 
offers an analogue to favorite patients and its literature illustrates the potential 
dangers of the favorite patient-physician relationship.  VIP syndrome, described 
by A. J. Block as when the (social) status of a patient affects decisions of that 
patient’s care and leads to deviations from routine practice56.  This could be 
manifested either by avoiding procedures that could cause the patient 
discomfort or adding on unnecessary tests as extra precaution56.  In either 
scenario, the VIP patient could receive substandard care.  Patients like other 
physicians, family members, and friends could all be considered ‘VIP’57.  As with 
countertransference, a physician’s self recognition of the VIP syndrome helps to 
reduce its effects, as do drawing clear boundaries of the types of patients 





Chapter 2:  Doctor, What’s your email address?  Cross-sectional 
survey results on use of cellphone, email, and text-messaging in 




Importance:  The way patients and provider communicate with one another 
outside of the clinic is changing as communication technologies evolve.  Little is 
known about how communications are occurring in clinical practice or what 
providers think about these communications. 
Objective:  Characterize provider use and concerns about cellphone, email, and 
text-messaging to communicate with patients, and provider patterns of 
communication. 
Design & Setting:  A 16-question cross-sectional survey of provider 
communication behavior in the year prior to clinic implementation of a new 
electronic health record system with secure patient-messaging capabilities 
Participants:  182 Mid-Atlantic primary care providers in community and 
academic practice. 
Main Measures:  Provider use of cellphone, email, and text messaging; provider 
concerns regarding electronic communication, and other communication 
behaviors.  
Results:  The response rate to the survey was 58%.  While more respondents 
had used their cellphones than email to communicate to patients (54% vs. 38%, 
p=0.03), providers were more inclined to give their email addresses than 
cellphone numbers (56% vs. 37%, p<0.001).  Academic providers and providers 
who gave patients their email addresses were more likely to communicate with 
their patients electronically than community providers and those who did not, 
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respectively.  Four percent of respondents used text-messaging.  Many 
providers had concerns regarding communication with patients outside of the 
clinic, most commonly about a patient’s understanding of the message and 
potentially missing an urgent patient message (86% and 81%, respectively). 
Conclusion and Relevance:  A small proportion of providers used email or 
text-messaging to communicate patients and few providers encouraged 
electronic communications.  In an area where patients seem to be willing to 
engaged, a better understanding of provider concerns and behaviors in patient-




Although excellent provider-patient communication is essential to high 
quality care, suboptimal communication is a frequent problem1.  Patients and 
providers often misunderstand one another and do not communicate as 
frequently as they should2-4. Insufficient communication has been shown to 
diminish both patient satisfaction and adherence5,6.  This is even more 
noteworthy since communication is often worse with patients with poor 
health2,3.  The means by which patients and providers communicate are 
changing.  The use of cellphones, email, and text-messaging have been 
suggested as a partial solution to communication problems7.  They are 
perceived to be more convenient than traditional telephone communications, 
and have the potential to increase patient access and improve relationships 
with providers. Yet, while 85% of Americans own cellphones and 52% gather 
health information on their phones, there is little published research on 
provider use of such technologies, particularly cellphones and text-messaging, 
to communicate with patients8. 
The use of cellphones, email, and text-messaging to communicate with 
patients is not without risks.  Foremost among these is the perceived threat to 
physicians of penalties from violations of the Health Insurance Portability and 
Accountability Act (HIPAA)9-11   HIPAA is neutral to communication modality, 
and does not forbid or encourage provider use of cellphones, email, and text 
messaging.  It requires instead that healthcare organizations and providers 
apply ‘adequate safeguards’ in electronic communications, and many 
organizations discourage such patient-provider communications to prevent 
HIPAA violations.  Accordingly, institutions have also imposed strict 
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requirements for electronic communication use, including requiring patient 
approval, verifying that the correct address is used, sending only the minimum 
amount of personal health information necessary, and including an 
institutional warning and disclaimer regarding HIPAA policies within messages.  
 While patients may want to take advantage of the increased access and 
convenience of cellphones, emails, and text-messaging to communicate with 
their providers, providers are also wary of the unbounded access that 
cellphones, emails, and text-messaging could bring12.  The uncompensated time 
providers could spend communicating with patients outside of the clinic has 
been cited as a concern13-15.  There are also concern over missed messages and 
patient misunderstanding of messages conveyed via email or text message16.  
 Thus, providers face competing forces.  Patient demand for providers to 
use novel technologies to communicate with them is opposed by institutional 
reluctance for adoption.  However, little is known about how communications 
are occurring in clinical practice or what providers think about these 
communications.  This study seeks to describe how providers use novel 
technologies to communicate with ambulatory patients and the provider 
characteristics associated with such use.   It examines how providers who use 
novel technologies may differ from those who do not and compares 
communication patterns at a large community practice with an academic 
practice.  We hypothesized that providers would be more willing to provide 
email addresses to patients than cell phone numbers, that younger providers 
may be more willing to use email and text-messaging, and that providers in 
academic practice may use email and text messaging more frequently than 
those in community practice because they see fewer patients and have less 
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productivity pressures17,18.  We designed a provider survey to understand 
provider motivations, concerns, and patterns of use for cellphone, email, and 





The study sampled a large, primary care practice in the Mid-Atlantic 
region (“Community Practice”) and primary care providers associated affiliated 
with an academic medical center in the region (“Academic Practice”).   All 
primary care providers with a 2012 satisfaction survey score who were still at 
the practice (73% of Community Practice and 79% of Academic Practice) were 
surveyed.  The satisfaction inclusion criteria was set for a related project 
separate from the aims of this study.   
At the time of the survey, the Community Practice had 26 primary care 
sites in diverse geographic locations throughout the region.  Sixty-eight percent 
of these providers were female and 40% were non-white.  The patient 
population was diverse and reflective of the general population in the mid-
Atlantic region.  At the Academic Practice, 46% of providers were female and 
27% were non-white.  
Measures 
The cross-sectional survey of primary care providers examined their 
modes of communication with patients.  The 16-question survey collected 
limited demographic information as well as information on provider 
communication behaviors, such as providing email addresses to patients, and 
 17 
concerns regarding using cellphones, email, and text messaging to 
communicate with patients (Appendix 1).  Provider behavior was assessed 
using 5-point Likert-type scales that ranged from “Never” to “Always.”  Provider 
attitudes were assessed with scales that ranged from “Not important at all” to 
“Very important 19,20.”  The survey also asked providers about the types of 
patients they were most likely to email, types of information recorded in 
electronic communications, and other communication behaviors.  The survey 
focused on providers’ practice from the spring of 2012 to spring of 2013 (the 
year immediately prior to implementation of a new Electronic Health Record 
(EHR) system in the clinics).  The survey was constructed iteratively by the 
research team and pilot tested with 15 providers and experts in provider 
communication to solicit feedback, refine questions, and assess face validity.   
Data Collection 
The eligible population of 149 primary care providers (i.e. physicians, 
nurse practitioners, and physician’s assistants in internal medicine, family 
medicine, and pediatrics) were invited to participate and sent a link to a web 
survey via email in the spring of 2014.  Non-respondents received the survey up 
to three times, including a paper copy in the second wave.  No financial 
incentives were provided. 
Data Analysis  
Descriptive analyses were performed to explore the results of the 
communication survey.  Provider patterns of use, attitudes, and concerns were 
tabulated; T-tests and chi-square tests were used to test the significance of 
hypothesized differences in behaviors and attitudes between users and non-
users of cellphone, email, and text-messaging, as well as between the 
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community and academic practices.  Multivariable logistic regressions 
examining provider characteristics associated with use of cellphone and email, 
with use as the dependent variables and provider characteristics as the 
independent variables.  Analyses were conducted using the data analysis and 






Provider communication outside of the office 
Of the 182 providers invited to join our sample, 106 (58%) responded to 
the survey.  Asked about time spent communicating with patients outside of the 
clinic each week, 63% percent of providers said that they spent 0-5 hours each 
week communicating with patients outside of clinic hours; the remainder 
communicated more than 5 hours each week.  Of the different modalities 
available to communicate with patients, cellphone use was the most prevalent.  
More than half of providers (54%) reported using their cellphones, 38% used 
email, and only 4% used text messaging in the previous year.  Despite the 
prevalence of cellphone use by providers, most did not provide their cellphone 
numbers to any patients; 56% gave their email addresses in the last year while 
only 37% provided their cellphone numbers (p<0.001). 
The Email Motivation 
Seventy percent of providers responded that they would reply to a patient 
via email if they were first emailed by the patient.  Following patient initiative, 
the patient’s status as an employee within the same institution and an existing 
personal relationship with the patient (e.g., a friend) were the second and third 
most popular patient characteristics that motivate providers to email their 
patients.  Only 26% of respondents said they would email their patients if they 
needed close monitoring and 22% said they would email their patients if they 
were copied on a correspondence from a different provider to the patient.  
Twelve percent reported they would never use email, regardless of patient 
circumstances.  The 12% who would never use included community and 
academic providers of both sexes and varying age groups and specialties.  Of 
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providers who used email, 81% (47/58) said they would record a summary of 
the communication in the medical record. 
Communication Concerns 
The providers expressed concerns about many aspects of 
communications with patients.  Figure 1 illustrates the respondents’ 
perceptions of the importance of various aspects of communications, the 
greatest of which were driven by interactions between providers and patients on 
email.  Eighty-one percent of respondents were very concerned that the patients 
might not understand the email messages, and 82% were very concerned that 
they might miss an important message from a patient.  Seventy-five percent of 
respondents were also very concerned about the added time burden of 
communication.   
Correlates of Use 
Provider year of graduation, sex, and specialty were also not significantly 
associated with provider use of communication technologies in logistic 
regression analysis examining use of cellphone and email as outcomes (Table 
2).  However, practicing in the academic setting and providing patients with 
contact information were.  The odds of providers using email to communicate in 
providers who gave their email addresses to patients were 18.35 times that of 
providers who don’t give their email addresses (p<0.001); the odds of using 
email among academic providers was 6.64 times that of community providers 
(p=0.034).  For cellphone use, the only variable significantly associated with 
cellphone use was whether a provider gave out his or her cellphone number to 
patients (OR 19.20, p<0.001).  Regression analysis was not performed on text-
messaging because too few respondents used it.  There was no statistically 
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significant difference in use of email between providers who spend less or more 
time communicating (30% use among those who communicate 0-5 hours vs. 
21% use among others, p=0.47).   
Anticipated Use of Technology with EHR-Enabled Secure Messaging 
About a third of the respondents  said that with new EHR-enabled secure 
messaging system, they would cease use of non-secure email, including those 
who would never used email.  Nearly 20% of respondents said they would 
continue to use email, whether for convenience, personal preference, or to reply 
to patients already using email while a few remained open to text-messaging.  
Many respondents mentioned transitioning patients onto the secure EHR 
system as substitution for cellphone, email, and text messaging though a few 





This study on provider communication patterns revealed that most 
community primary care providers do not use email to communicate with 
patients, though many give their email addresses to patients.  Text-messaging 
patients was rarely reported.  For providers, the decision about whether to 
email patients appears to be decided largely by the behavior of patients and 
their relationship with providers, rather than by health condition, or any 
provider characteristics.  Academic providers were more likely to email their 
patients than their community counterparts.  Beyond that provider 
characteristic, neither provider age, sex, nor specialty were significant 
associated with a provider’s use of cellphone and email to communicate with 
patients.   
This study is unique because of the depth of its considerations in how 
providers communicate.  The study provides new information on physician use 
of new tools in patient-provider communication, their concerns over such use, 
and behaviors associated with use.  The survey included questions not merely 
on whether providers use novel communication technologies, but how they 
communicated, allowing a nuanced description of patient-provider 
communication.  While email use to communicate with patients has increased 
over time, the added and uncompensated time burdens of email communication 
remain barriers to greater adoption, even as patient demand is a facilitator for 
provider use21.  While settings and systems may differ, HIPAA concerns, 
payment models, time burden, and coverage for potentially missed emails are 
barriers in many settings, from the community physicians in this analysis to 
the early adopters at Kaiser Permanente Northern California22.  
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Still, a number of providers use unsecured email to communicate with 
patients.  Research on the patient behavior has shown that interest in using 
email to communicate is far greater than actual use— Kagan et reported in 
2005 that while one in three surveyed surgery patients expressed interest in 
emailing their physicians, only 10% did so16; Singh et al found reported in 2009 
that among older patients, 49% were interested in emailing their physicians but 
only 1% did so13— the results of this survey demonstrate similarly low use and 
high willingness among physicians, especially if their patients contact them first 
on email.  From the patient’s point of view, these results are encouraging given 
studies establishing that patients are interested in using email to communicate 
and willing to take the initiative to engage in health discussions with their 
providers23.  They indicate that providers are willing or feel obliged to reply to 
their patients using email, even if it is not their preferred mode of 
communication.   This practice runs counter to institutional guidelines at many 
hospitals and professional societies requiring physicians to obtain prior patient 
consent before engaging in email communications with patients24,25.  These 
guidelines may be out of step with how some providers practice.  Alternatively, 
provider practices are out of step with guidelines and regulations.  More efforts 
are needed to align institutional guidelines and clinical practice.   
Few providers appear to actively encourage electronic communications or 
gave out their contact information to patients; those that did favored email 
addresses over cellphone numbers.  This reluctance was perhaps driven by 
concerns about boundaries on patient access and protecting their private time.  
These results differ from the findings of Peleg et al, who found that primary care 
physicians in Israel preferred giving out cellphone numbers over email 
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addresses26.  However, provider concerns are similar in both studies.  Cellphone 
numbers represent a greater intrusion on private time since emails could be 
answered according to the providers’ own schedule, yet emails could be more 
open to misrepresentation.  These findings suggest the need for provider 
guidelines that establish expectations and boundaries in communicating with 
patients outside of the office.  Peleg et al’s finding that respondents thought 
providers might be more motivated to provide a number if a cellphone was 
provided or paid for also suggest having  separate ‘work’ cellphones may help 
providers preserve boundaries while expanding patient access27.   
Contrary to our initial hypothesis, neither provider year of graduation (a 
proxy for age and years in practice), sex, nor specialty were significantly 
associated with cellphone and email use.  These results suggest that other 
unmeasured variables— perhaps personality, environment, or patient 
characteristics, may explain why providers within the same system may have 
different approaches to communicating with patients outside of the clinic.  
Academic providers appeared more willing to use email to communicate with 
patients, provided their contact information more often, and were less 
concerned about barriers to electronic communication.  These differences are 
consistent with prior findings and could be attributed to the fact that emails are 
more integrated into the routine of academic practitioners and that academic 
physicians have fewer patient care sessions and thus less patient productivity 
pressures17,18.   
 The study has several limitations.  First, the communication survey asks 
providers to recall their communication practices nearly a year ago. Although 
this raises a concern for response biases (e.g., telescoping whereby respondents 
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recalling an event in the past as occurring more recently, that is, within the 
time frame in question, than had occurred), providers tend to be slow to change 
their practices, especially in the absence of payment changes 28,29. Thus, the 
survey should still be reflective of their behavior.  There is also concern whether 
the 42% non-respondents of the survey may have different practice patterns 
than the respondents and that their communication patterns are not captured 
by this study.  The patient satisfaction scores and sex breakdown of 
respondents and non-respondents were not found to be statistically different; 
more detailed data on other provider characteristics, like age, were not 
available.  A second limitation was that the study sample was limited to two 
primary care practices in one region of the country, and that the providers in 
these practices were employees and not independent owners in their practices.  
The habits by providers in these two practices may not be generalizable to those 
in other practices or states.  
 Although the limited sample is a limitation to the study, the choice of the 
primary care practices was also a strength.  By surveying a large primary care 
practice in the region—a practice with great geographic and socio-demographic 
diversity—the findings of the study are likely to be generalizable to other 
regional providers with similar demographic composition.   
The findings of this study have several implications.  This study found 
that even physicians reluctant to use email would do so if prompted by their 
patients.  For patients, these findings suggest the power of patients in patient-
provider communications and that patients interested in emailing their 
providers should do so rather than waiting for providers to offer the service, 
because few physicians will.  They also illustrate the many legitimate concerns 
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providers have regarding relying on email as a mode of communication.  For 
providers, this research and the shift to secure-messaging suggest that patient 
use of electronic communication will likely increase in the coming years.  
Providers will soon need to figure out how best to communicate and deliver care 
electronically and overcome concerns regarding time, boundaries, and patient 
understanding.  For healthcare institutions such as hospitals or professional 
societies like the American College of Physicians, these findings highlights two 
areas—email regulations and communication boundaries— where more 
balanced policies may be needed.  They also suggest that more encouragement 
and institutional support are needed to address provider concerns about, as 
well as potential patient demand for, using cellphone, email, and text 
messaging to communicate.  Insurers and policymakers should consider 
compensation models that would encourage providers to expand patient access 
outside of the office setting.  This could have the dual benefit of providing 
patients with more timely information and reducing health care costs.  For 
healthcare researchers, this paper provides a useful insight into provider 
motivations and behaviors in patient-provider communications.  The results 
could help to inform evidence-based recommendations for more effective modes 
of communication.  The study also points toward several areas of future 
research and highlights.  Given the importance of patient-provider 
communication in determining patient satisfaction, a natural next step is to 
investigate the association between electronic communications and patient 
satisfaction as well as how communication behaviors changes with the 




This study described how providers using novel communication 
technologies in an evolving mobile-digital milieu.  We found that email use 
lagged behind cellphone use to communicate with patients and that few 
providers encouraged electronic communications.  In an area where patients 
seem to be willing to engaged, a better understanding of provider concerns and 
behaviors in patient-provider communication would encourage patient 
involvement while balancing provider interests.   
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Table 1:  Respondent Characteristics 
 




Female, % 52% 42% 
Mean age (SD) 50 (9) 47 (9) 
Mean years since 
graduation (SD) 
23 (9) 19 (10) 
Specialty, %   
  Internal medicine 38% 100% 
  Family medicine 38% 0% 
  Pediatrics 19% 0% 
  OB-GYN 6% 0% 
Physician, % 86% 89% 
Nurse practitioner, % 10% 5% 
Physicians assistant, % 4% 0% 
Practice hours, per 
week, % 
  
  0-9 7% 53% 
  10-19 0% 21% 
  20-39 26% 11% 
  40 or more 67% 16% 
Overall satisfaction  
score*                                                                                                                                                                                                                                  
91 93 
*From questions on overall provider satisfaction on the Consumer Assessment 
of Healthcare Providers and Systems survey, and Press Ganey Patient 
Experience Survey, respectively 
  
 29 





Table 2:  Regression correlates of cellphone and email use 
 
 Cellphone Use Email Use 
 OR 95% CI OR 95% CI 
Giving     
  Cellphone number 19.20** 4.28—86.22   
  Email address   18.35** 4.15—81.19 
Female  2.84 0.79—10.24 1.40 0.41—4.76 
Academic  4.90 0.86—27.94 6.64* 1.15-38.09 
Graduation year (reference: pre-1980)   
  1980-1989 0.36 0.03—3.95 4.90 0.41—58.77 
  1990-1999 0.57 0.7—4.84 2.90 0.35—24.41 
  2000+ 0.52 0.05—5.30 1.80 0.17—19.01 
Internal Medicine 0.43 0.07—2.62 1.50 0.28—7.92 
Ob-Gyn 0.16 0.01—3.25 2.98 0.1—87.44 
Family Medicine 1.54 0.24—9.92 1.06 0.18—6.08 
*p=0.034, **p<0.001    
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Background:  Evolving technologies and patterns of communication can create 
both new opportunities and new problems for patient-provider communication, 
especially communications that occur outside of the office. Email capability, for 
example, can expand patient access to their providers at times most convenient 
for them, but is also less personal than face-to-face or telephone 
communications. 
Objective:  To evaluate the relationship between primary care provider use of 
cellphone, email, and text-messaging on patient satisfaction  
Design:  Cross-sectional analysis of the association between patient satisfaction 
scores and a 16-question community survey of 149 Mid-Atlantic primary care 
providers in community practice in the year prior to clinic implementation of a 
new electronic health record system with secure patient-messaging capabilities.   
Main Measures:  Patient satisfaction with provider access, communication, and 
overall provider ratings.   
Key Results:  Multivariable regression analyses found that making email 
addresses available to patients by non-pediatric providers was associated with a 
19-point difference in the percentage of patients who gave the provider their 
highest rating, but not individual satisfaction domains. Patient and provider 
characteristics included as covariates in the analysis were not significantly 
related with satisfaction.  The offering of a provider email address acts as a 
signifier that the provider trusts the patient and holds him or her in high 
regard. The use of these cellphone, email, and text-messaging was not found to 
be associated with patient satisfaction domains. 
Conclusions:  Provider provision of their email addresses may be an indicator 
of a stronger relationship with certain patients.  This study elucidates the 
relationship between provider communication behaviors and patient 
satisfaction.  A better understanding of the role of the patient-provider 
relationship and its role in patient satisfaction may help practices and providers 




Patients want timely information and high quality healthcare.  Measuring 
patient satisfaction is one way of capturing how well providers meet this 
objective from the patient perspective. One important aspect of patient 
satisfaction is the ability to communicate with doctors at times other than 
during in-person visits.  Given the growing importance of patient satisfaction in 
the current healthcare system— reporting is required by the Centers for 
Medicare and Medicaid Services (CMS) as a performance measure for many of 
its programs, including value-based purchasing plans and accountable care 
organizations—and the concurrent evolution in communication technologies in 
the 21st century, understanding the role of new technologies in patient 
satisfaction is a key issue1.      
Patient satisfaction, particularly patient satisfaction with communication 
with their providers, is affected by many factors,2-8, including the quality of the 
patient-provider relationship and patient access to their providers (e.g. whether 
patients can reach their providers in a timely manner and as needed).  While 
the content and tone of patient-provider communication are also 
important2,4,5,9, patient rapport and relationships with their providers are also 
important2,7.  Patients value access to providers12 and gestures that 
demonstrate having access, such as being given a provider’s email address 
(even without using it), can improve patient satisfaction5.   This study focuses 
on patient-provider access and relationships in the primary care setting by 
examining the relationship between patient satisfaction and provider use of 
cellphone, email, and text-messaging to communicate with patients.  
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Although excellent provider-patient communication is essential to high 
quality care, poor communication is a frequent problem10.  Evolving 
technologies and patterns of communication can create both new opportunities 
and new problems. Email capability, for example, can expand patient access to 
their providers at times most convenient for them, but is also less personal than 
face-to-face or telephone communications. In addition, emails may go 
unanswered by providers who are too busy or who have not adopted new 
communication methods.  While much of the research on patient-provider 
communication has focused on face-to-face interactions11-13, patient-provider 
communications also occur outside of the clinic14,15.  A 2010 systematic review 
of email in patient-provider communication by Ye et al found that 5-10% of 
patients emailed their physicians and 70-80% were interested in doing so, 
figures that has most likely risen in the past decade16.  More so than patient 
use, many more patients have expressed interest such communication,   
Previous work on communications occurring outside the clinic have 
focused on singular modes of communication, most frequently, email or 
electronic-health-record-enabled secure messaging17-21.  They have also focused 
on implementation of new technologies.  But it is not known how use of these 
technologies influences patient satisfaction or how providers choose among 
available communication technologies.  To address this question, we surveyed 
149 primary care providers on their communication patterns to understand 
provider use and concerns of using cellphone, email, and text-messaging to 
communicate with patients.  The results of this survey were linked with 
provider satisfaction scores to assess the association between using cellphone, 




Provider Communication Survey 
Provider use and attitudes toward their use of cellphone, email, and text-
messaging to communicate with patients was assessed using a provider 
communication survey.  The 16-question survey collected information on 
provider communication behaviors, such as providing email addresses to 
patients, and concerns regarding using cellphones, email, and text messaging 
to communicate with patients. Provider behavior was assessed using 5-point 
Likert-type scales that ranged from “Never” to “Always” while attitudes were 
assessed with scales that ranged from “Not important at all” to “Very important 
22,23.”   The survey focused on providers’ practice during the spring of 2012-
2013, the year immediately prior to implementation of a new Electronic Health 
Record (EHR) system in the clinics.  It also asked  providers whether they would 
continue to use email and text messaging given the introduction of the EHR 
system, which includes a secure electronic messaging component.  The survey 
also collected limited demographic information. The survey was constructed 
iteratively by the research team and piloted with 15 providers and experts in 
provider communication solicit feedback, refine the questions, and assess face 
validity.  The piloting refined and narrowed the scope of questions to focus on 
provider communication behaviors and made the language more precise and 
neutral.   
Patient Satisfaction 
The Clinicians and Groups Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) survey was used to assess patient satisfaction.  
The CAHPS surveys are widely used by health care systems and validated for 
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research24-26 and include questions specific to patient experiences in a primary 
care setting.  For example, questions such as “In the last 12 months, when you 
made an appointment for a check-up or routine care with this provider, how 
often did you get an appointment as soon as you needed?” are relevant to 
primary care patients and their experiences.  The practice employed “top box” 
scoring in reporting patient satisfaction scores, meaning that only the scores for 
the most positive categories are reported.  A score of 86% on a the previous 
question, for example, meant that 86% of a given provider’s respondents 
reported that they “Always” got an appointment as soon as needed.  The survey 
focuses on four domains of the patient experience: access, provider 
communication, office staff, and follow-up on test results.  Patient satisfaction 
with communication with providers, that is, the average of the CAHPS survey 
items on patient communication with providers was 90% in the practice (range 
55%-100%).  The number indicates that on average, 91.0% of patient 
respondents marked the most positive category for providers in this practice in 
questions related to communication.  Put simply, 91.0% of respondents are 
most satisfied with communication with their providers in this practice.  Data 
were collected by a vendor certified by the National Committee for Quality 
Assurance (NCQA).   
Data Collection 
The primary population sampled was from a large, primary care practice 
in the mid-Atlantic region.  All primary care providers with a 2012 satisfaction 
score still at the practice (73% of 2012 providers) were surveyed.  A total of 182 
primary care providers (i.e. physicians, nurse practitioners, and physician’s 
assistants in internal medicine, family medicine, and pediatrics) were surveyed 
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electronically during the spring of 2014.  Non-respondents received the survey 
up to three times, including a paper copy in the second wave.  No financial 
incentives were provided.  
At the time of the survey, the practice had 26 primary care sites in 
diverse geographic locations throughout the region.  Sixty-eight percent of these 
providers were female and 40% were non-white.  The patient population was 
diverse and reflective of the general population in the mid-Atlantic region.   
Power 
A response rate of 60% was targeted, which would have yielded about 90 
respondents.  Assuming a 30% difference or greater in the use of novel 
technologies among providers (e.g. 35% of providers use email and 65% do not), 
this study is adequately powered at 80% at significance level of p<0.05 with a 
sample size of 80 respondents or more. The effect size estimation is 
conservatively based on preliminary survey results from Johns Hopkins General 
Internal Medicine providers, whose use of novel technologies had effect sizes of 
30% or lower.   
Data Analysis  
Descriptive analyses were used to explore the results of the 
communication survey.  Multivariable regressions were performed examining 
the association between provider use of cellphone, email, and text messaging 
and patient satisfaction; patient satisfaction was the continuous outcome 
(dependent) variable, and provider modes of communication the predictors 
(independent variable) in the regressions. Binary dummy variables of the use of 
cellphones, emails, and text-messaging were used as independent variables in 
separate models. Provider characteristics (graduation year, sex, and specialty) 
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were included as possible confounding variables, and provider-level patient 
characteristics (sex, education, health status, race, and duration with practice) 
included as possible effect modifiers.  Analyses were conducted using the 
statistical software Stata (StataCorp Version 13, College Station, TX).   
In the adult patient population, providers predominantly communicate 
directly with their patients and those patients are asked to fill out patient 
satisfaction surveys regarding their provider.  For the pediatric population, 
providers often communicate with their patients as well as their parents (as age 
permits) and yet only parents are asked to fill out the satisfaction surveys as 
proxy.  Because of this difference in practice pattern, we stratify our analysis on 






Of the 149 providers invited to join our primary sample, 85 (57%) 
responded to the survey.  The majority of providers who responded were 
physicians (86%) who were female (52%), and practiced full time (67%), that is 
at least 40 hours per week.  Table 1 describes the respondent characteristics in 
detail.   
 
Patient Satisfaction 
 On average, patient satisfaction was high among this group of 
respondents. The average access score was 73.1%, the average communication 
score was 91.0%, the average follow up score was 84.0% and the average 
satisfaction with clinic staff  score was 86.5%.   In addition to domains of 
satisfaction, patient respondents were also asked to rate their providers from 0 
to 10, with 10 being the highest.  On average, providers in the analysis received 
a 10 rating (“overall satisfaction”) from 61% of their patients.  The range 
spanned from 11% to 91%.  The five scores appeared normally distributed in 
histogram plots.  Satisfaction scores were higher for pediatricians than non-
pediatricians in each of the four satisfaction domains and for perfect rating.  
The differences ranged from two to seven percentage points, though the 
differences were only statistically significant for the communication and access 
domains.    
Patient Satisfaction and Provider Use for Non-Pediatricians 
 The majority of providers did not use cellphone, email, and text-
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messaging to communicate with patients— 49% of providers used cellphone, 
27% used email, and 2% used text-messaging to communicate with their 
patients.  Table 2 examines the relationship between these behaviors and 
patient satisfaction without considering other variables. 
Access, Follow-Up, and Support Staff Satisfaction 
 The analysis considered the relationship between provider communication 
behaviors—the use of cellphone, email, or text messaging, encouraging 
electronic communication, and providing cellphone number or email address to 
patients—on the different domains of patient satisfaction.  In separate 
unadjusted regression analyses on the association between the use of 
cellphone, email, and text messaging and each domain of patient satisfaction, 
none of the use of these modes of communication were significantly associated 
with any type of these patient satisfaction.  Analyses on the association between 
providers giving patients cellphone numbers and email addresses were similarly 
unassociated with these three types of patient satisfaction. 
Communication Satisfaction 
In unadjusted regression analyses, use of cellphone, email, and text-
messaging, and the provision of a cellphone number to patients was not 
associated with communication satisfaction, however, the provision of an email 
address was positively associated with patient satisfaction with communication 
(Table 3).  The association between email provision remained positively 
associated with patient satisfaction with communication. when the model 
adjusted for provider characteristics.  However, the association was not 
statistically significant once patient characteristics were added to the model.  
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Overall Satisfaction (10-rating) 
As with other satisfaction domains, provider use of cellphone, email, and 
text-messaging was not found to be associated with the overall satisfaction 
rating for the provider.  However, giving email addresses to patients in the last 
year was consistently associated with overall satisfaction.  In the full model of 
patient and provider characteristics,  making email addresses available to 
patients in the last year was associated with a 19-point difference in the 
percentage of patients who gave the provider their highest rating (95% CI 2.07 – 
36.83, p= 0.032).  The other covariates were not significantly related with 
satisfaction.  The association with communication satisfaction, however, was no 
longer statistically significant.   
Patient Satisfaction and Provider Use for Non-Pediatricians 
For pediatricians, none of the patterns of use were associated with any of 
the domains of patient satisfaction, nor overall satisfaction.  A full model of 
patient and provider characteristics could not be run because of an inadequate 
number of observations, however, given the lack of association in the 
unadjusted and provider characteristics models, there is little reason to expect 
significant relationships between patterns of use and patient characteristics 





This analysis examined the relationship between provider use of 
cellphone and email to communicate with patients and their patient satisfaction 
scores. Providers who gave their email addresses to patients had significantly 
higher overall satisfaction scores than other providers.  
While previous work by researchers like Hassol et al have considered 
patient and provider perceptions of the electronic communications use of 
cellphone, email, and text-messaging for patient-provider communications,27-31 
few have examined satisfaction, fewer still have considered multiple modes at 
once, and none have considered the association of communication behaviors 
other than use.  In two early studies examining satisfaction and email use, 
Stalberg el al found no differences in patient satisfaction between those 
encouraged to use electronic communications and those who were not19 and 
Leong et al found increased patient satisfaction among patients offered email 
access18.  While our analysis also demonstrated higher patient satisfaction 
among providers who used email to communicate with patients, the association 
was not statistically significant once adjusted for patient and provider 
characteristics.   There are a few explanations as to why provider use of 
cellphone, email, and text-messaging was not associated with patient 
satisfaction.  Much of patient-provider communications outside of the clinic 
occurs over the office phone.  Only a small portion of providers in our sample 
use cellphone (56%), email (48%), and text-messaging (2%) to communicate 
with their patients.  It is likely therefore, that these uses are not prevalent 
enough or meaningful enough to be associated with patient satisfaction.  
Previous research on the use of these technologies and satisfaction have been 
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mixed and only focused on the addition of a mode of communication rather 
than comparison of existing modes.  For example, Ralston et al found that 
Group Health’s electronic access expansion was associated with higher patient 
satisfaction with access to care17.  Leong et al found increased patient 
satisfaction when email was offered to patients 18 while Stalberg et al observed 
no difference in satisfaction between patients encouraged to email their 
physicians and those who ere not19.   Our study was also under-powered to 
detect an association between use and patient satisfaction.   
 Considering provider behaviors like the giving of email addresses 
expands the analysis beyond past work and raises questions regarding 
differences in communication access and the limits of the patient satisfaction 
measures.  Our study found that holding all else equal, providers who gave 
their patients their email addresses had significantly higher overall satisfaction 
scores than providers who did not.  Writing about patient-provider 
communication, Ronald M. Epstein noted that “Presence is physical and virtual 
… Email access to one’s doctor seems to ameliorate the isolation that 
impersonal health systems can impose5.”  The offering of a provider email 
address, then, may be a signifier that the provider trusts the patient and holds 
him or her in high regard.  That the act was only associated with overall 
satisfaction and not any of the other domains of satisfaction suggests a signifier 
of satisfaction and relationship not captured by access, communication, follow-
up, and staff satisfaction.  Qualitative analysis of provider communications 
suggest that providers may give their email addresses to patients that they trust 
to understand the boundaries of the provider-patient relationship, and many of 
those who email are colleagues or social peers within the same medical system.  
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Thus, the giving of an email address may represent more than just the access 
itself but a trusting and oftentimes, peer, relationship.  Patients may be rating 
their satisfaction with their providers based on their relationship.   
Although providers who gave their email addresses to patients received 
higher satisfaction scores from patients than those who did not, it is not known 
if the same patients who completed the satisfaction survey received the email 
addresses or that they used the email address provided to them.  Future 
research could examine the link more precisely by assessing use of email on the 
patient level.  It has been noted that many providers who do give their email 
addresses do not give them to all their patients, yet the criteria for giving is not 
always well defined32.  Future research could explore in detail how providers 
make that decision and whether email communications lead to greater or less 
disparity in access for certain patient groups.  
Limitations 
This study had several limitations.  First, it utilizes the CAHPS survey as 
a measure of patient satisfaction.  The CAHPS survey reports patient 
satisfaction responses in aggregate.  Additionally, low response rate is a well-
known limitation of CAHPS.  The same patients responding to the survey may 
not be the ones with whom providers provided email addresses to or 
communicated via cellphone.  Due to the brevity of the CAHPS survey, there are 
other possibly confounding patient variables to the communication-satisfaction 
relationships that the analysis could not adjust for, like how much patients like 
or trust their providers.  However, the CAHPS surveys are the currently best 
available and most widely used data source on patient satisfaction 25,34-37.   
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Second, the analysis sample was small.  Although the provider survey 
had a response rate of 57%, a portion of the respondents (23%, n=20) did not 
include a name, which prevented us from linking their survey responses to 
patient satisfaction scores. Because of the small number of respondents and 
the stratification of pediatric and non-pediatric providers, the study was 
underpowered to assess relationships with lower effect sizes, such as the 
relationship between provider use of email and domains of satisfaction beyond 
the perfect rating among non-pediatricians.  Given the small sample size, the 
significant relationships that were observed are possibly conservative estimates 
of the true association between provider provision of email address and patient 
satisfaction.  If this study was replicated in a larger sample, we might expect to 
observe more significant associations.   
Third, the study sample was limited to a primary care practice in one 
region of the country, and that the providers in these practices were employees 
and not independent owners in their practices.  The habits by providers in 
these two practices may not be generalizable to those in other practices or 
states.  Yet the limited sample is a limitation to the study, the choice of the 
primary care practices was also a strength.  By surveying a large primary care 
practice in the region—a practice with great geographic and socio-demographic 
diversity—the findings of the study are likely to be generalizable to other 
regional providers with similar demographic composition.   
The findings of this study have several implications.  For both patients 
and providers, the finding hints at the importance of the patient-provider 
relationship in a patient’s satisfaction with their provider.  It seems likely that 
the results of the CAHPS survey were influenced by factors not included in the 
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survey, like communication behaviors, trust, and liking.  For providers, this 
research and the coming shift to secure-messaging suggest that patient use of 
electronic communication will likely increase in the coming years.  Providers 
will need to figure out how best to communicate and deliver care electronically 
and overcome concerns regarding time, boundaries, and patient understanding.  
For healthcare institutions such as hospitals or professional societies like the 
American College of Physicians, these findings suggest the importance of 
electronic access to their providers, even if the access is seldom used, and 
raises considerations of how policies guiding providers in balancing boundaries 
and access.  The study also points toward several areas of future research, 
including an expansion of this study to better examine the nuances of the 
relationship between patient satisfaction and provider communication 
behaviors.  Other future work could investigate the relationship between 
provider communication behaviors and the provider-patient relationship. 
Conclusion 
 This study found a positive association between patient satisfaction 
scores and provision of email addresses to patients by primary care providers.  
Patient satisfaction is a measure of great policy interest and importance to 
individual providers as well as health systems; most significantly, the Affordable 
Care Act (ACA) has mandated the use and reporting of patient-centered 
assessment38 like the CAHPS survey.  This study elucidates the relationship 
between provider communication behaviors and patient satisfaction.  A better 
understanding of the role of the patient-provider relationship and its role in 
patient satisfaction may help practices and providers improve their patients’ 
experience of primary care.     
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Female, % 52% 
Mean age (SD) 50 (9) 
Mean years since 
graduation (SD) 23 (9) 
Specialty, %  
  Internal medicine 38% 
  Family medicine 38% 
  Pediatrics 19% 
  OB-GYN 6% 
Physician, % 86% 
Nurse practitioner, % 10% 
Physicians assistant, % 4% 
Practice hours, per week, 
%  
  0-9 7% 
  10-19 0% 
  20-39 26% 




*From questions on overall provider satisfaction on the Consumer Assessment 






Table 2: Overall Satisfaction Scores, by Communication Behavior 
 
 Users Non-Users P-value 
Cellphone 63 58 0.24 
Email 65 59 0.16 
Text-messaging 61 56 0.70 
Give cell # 64 59 0.26 
Give email address 67 53 0.001 
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	 Coefficient	 95%	CI	 Coefficient	 95%	CI	 Coefficient	 95%	CI	
Give	Email	 15.60	 3.60	–	27.60	 17.94	 3.94	–	31.94	 19.45	 2.07	–	36.83	
Female	 	 	 6.44	 -9.39	–	22.27	 -25.71	 -57.05	–	5.62	
Graduation	decade		
(compared	to	pre-1980s)	
	 	 	 	 	
1980s	 	 	 -3.27	 -32.51	–	25.98	 -6.59	 -33.66	–	20.47	
1990s	 	 	 -5.30	 -28.84	–	19.24	 -6.14	 -32.49	–	20.22	
2000s	 	 	 1.12	 -27.14	–	29.38	 18.36	 -15.14	–	51.85	
Nurse	Practitioner		
(compared	to	MD)	
	 -14.60	 -35.90	–	6.71	 -3.52	 -30.12	–	23.01	
Ob-Gyn	 	 	 9.11	 -14.41	–	32.62	 -22.71	 -58.17	–	12.76	
	







	 Coefficient	 95%	CI	 Coefficient	 95%	CI	 Coefficient	 95%	CI	
Give	Email	 8.75	 1.42	–	16.08	 8.92	 0.16	–	17.68	 6.51	 -3.04	–	16.07	
Female	 	 	 1.11	 -8.80	–	11.02	 -20.35	 -37.58	–	-3.12	
Graduation	decade		
(compared	to	pre-1980s)	
	 	 	 	 	
1980s	 	 	 -5.98	 -24.29	–	12.32	 -5.53	 -20.40	–	9.35	
1990s	 	 	 -4.03	 -19.39	–	11.33	 -1.59	 -16.08	–	12.90	
2000s	 	 	 0.31	 -18.00	–	17.37	 17.53	 -0.89	–	35.94	
Nurse	Practitioner		
(compared	to	MD)	
	 -7.01	 -20.34–	6.33	 2.78	 -11.85	–	17.40	
Ob-Gyn	 	 	 6.28	 -8.44	–	21.00	 -13.17	 -32.66	–	6.33	
	







	 Coefficient	 95%	CI	 Coefficient	 95%	CI	 Coefficient	 95%	CI	
Give	Email	 -1.33	 -27.12	–	24.45	 -2.27	 -36.93	–	32.39	 	 	
Female	 	 	 -7.36	 -44.80	–	30.07	 	 	
Graduation	decade		
(compared	to	pre-1980s)	
	 	 	 	 	
1980s	 	 	 	 	 	 	
1990s	 	 	 -12.36	 -49.80	–	25.07	 	 	
2000s	 	 	 16.23	 -22.20	–	54.65	 	 	
Nurse	Practitioner		
(compared	to	MD)	
	 -14.60	 -85.27	–	14.27	 	 	











	 Coefficient	 95%	CI	 Coefficient	 95%	CI	 Coefficient	 95%	CI	
Give	Email	 0.29	 -9.50	–	10.07		 1.43	 -15.29	–	18.15	 	 	
Female	 	 	 -7.44	 -25.51	–	10.62	 	 	
Graduation	decade		
(compared	to	pre-1980s)	
	 	 	 	 	
1980s	 	 	 	 	 	 	
1990s	 	 	 -5.94	 -24.01	–	12.12	 	 	
2000s	 	 	 -4.60	 -13.94	–	23.15	 	 	
Nurse	Practitioner		
(compared	to	MD)	
	 -0.39	 -25.43	–	22.61	 -	 	
Physician’s	
Assistant	
	 	 -0.39	 -29.36–	28.58	 	 	
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Background:  It is human nature to like some people more than others.  Just 
as many physicians have experiences with difficult patients, many also have 
favorite patients, yet little is known about the attributes of these patients.   
Objective: To describe physician experiences with favorite patients and how 
such patients may influence how physicians provide care.   
Design:  Semi-structured key informant interviews with 25 primary care 
physicians at a large academic medical center, practicing at several clinic 
settings.  
Approach:  We recruited faculty participants from the Division of General 
Internal Medicine via email, and conducted thematic analysis on the 
transcribed interview data.  
Key Results:  The term ‘favorite patient’ raised concerns of boundaries, 
judgment, and the idea of favoritism for the patients.  Nevertheless, the majority 
of participants had favorite patients.  For many, favorite patients were not 
necessarily the most compliant patients, or those most similar to the physicians 
in in personality or demographic characteristics.  Instead, many were defined 
by the length of the relationship and experiences that strengthened the patient-
physician bond.  As one respondent explained, “They’re favorites for [different 
reasons].  Just like you have different children and you like your children all 
equally, but they're different.”  Participants felt that the favorite patient bond 
had a positive effect on physicians and patients though the ‘extra effort’ 
physicians did expend on their favorite patients were small, like answering calls 
faster.  Physicians also discussed least favorite patients unprompted; such 
patients were demanding of their physicians’ time and services.  Participants 
voiced that being cognizant of having favorites and least favorites helps to 
prevent favoring the care of certain patients over others. 
Conclusions:  Primary care physicians value patient relationships and benefit 
from deep bonds.  A better understanding of how favorite patients benefit 
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primary care physicians could help inform efforts to reduce professional burn-







It is human nature to like some people more than others.  Our affinity 
and preferences for some people and not others are manifest in the friendships, 
personal relationships, and even political affiliations1-4.  A host of factors 
determine why people like some more than others, from how much they are 
liked5, to similarities3, and culture4.  Often times, people are attracted to people 
who are most like them in friendships and romantic relationships1,3  Personality 
similarities, however, need not be present for effective work partnerships6,7.  It 
is not clear which model best applies to strong patient-physician relationships.  
While discussion of liking are often done in the context of boundary crossing for 
physicians and therapists8-11, and the dangers of treating some patients better 
than others12,13, there has been little examination of patients that are liked by 
their physicians more than others within the bounds of professional conduct 
and whether or how such preference influences physicians, patients, and the 
care that is delivered.   
The bounds of the patient-physician relationship, one “in which one 
person (a patient) entrusts his or her welfare to another (a physician), who 
receives a fee for the delivery of a service,” are well established in medical 
education and professional guidelines, especially in regards to sexual 
misconduct8,10.  Challenges arise in the gray areas of guidelines, such as 
receiving gifts from patients and becoming friends with patients8,11,14.  While 
experts warn of how these challenges may cloud physician judgment or lead to 
disparities in care, they are often mixed on where or how to draw the line and 
there has been little empirical evidence of the effects of boundary challenges, for 
example, quantifying gifts from patients and effects on their physicians11,15-18.   
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While little has been written about favorite patients, the converse 
phenomenon, that of the ‘problem,’ ‘hateful,’ or ‘heart sink’ patient is well 
explored in the medical literature19-21.  The term ‘hateful patient’ was first 
coined by JE Groves in 197822.  Strous et al re-examined the term in 2006 for 
the 21st century context and found the archetypes: the dependent clinger, the 
entitled demander, the manipulative help rejecter, and the self-destructive 
denier still true to modern medical practice, albeit with the dependent clinger 
broaching boundaries via email, for example, rather than telephone20,22.  
Beyond these archetypes, O’Dowd et al found that definitions of ‘heart sink’ 
patients to differ by physician sex and practice location, suggesting the bi-
directional nature of poor patient-physician relationships.  Despite the many 
reasons why a patient may be deemed especially challenging, their effects on 
physicians are similar: these patients engender feelings of anger, exasperation, 
and frustration19,20,23.   
The hateful/heart sink phenomenon in medical practice is related to the 
notion of ‘countertransference’ in the psychiatric literature—a (most often 
negative) reaction of providers to their patients due to unresolved conflicts on 
the provider’s part.  The body of work surrounding this notion offers a 
conceptual guidepost and helpful parallel in the exploration of favorite patients, 
their attributes, effects, and the management of their effects.   
Study Aims 
Despite the exploration of challenging patients and boundary breaches, 
little is known about physician relationships with their favorite patients.  Just 
as understanding the negative extreme may help protect against burnout, so 
might an investigation of positive experiences with favorite patients, as well as 
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how these relationships affect patients and patient care.  Given the potential 
best practices that could be illuminated from physician interactions with their 
favorite patients and the insight such an analysis would provide on the 
differential treatment of patients, and the dearth of study on this topic, there is 
a compelling need to investigate physicians and their favorite patients.  To 
address this gap, we conducted semi-structured interviews with primary care 
physicians with three aims in mind: to understand physician perceptions of the 
favorite patient notion, to understand who their favorite patients are, and to 







Participants were faculty members and fellows from the Division of 
General Internal Medicine at a large, academic medical center.  The participants 
were all primary care physicians, practicing at several clinical settings, chosen 
on their presumed ability to meaningfully reflect on their experiences with 
patients in primary care. They were randomly selected from the Division list 
and invited to participate via email.   
Procedure 
Twenty-five semi-structured interviews were conducted by one researcher 
(JLL) to explore primary care physician experiences with their favorite patients.  
The interview guide had 8 questions (e.g. “What does the term favorite patient 
mean to you?”) and was designed to elicit participant perspectives on how they 
might define ‘favorite patients,’ examples of their favorite patients, as well as 
short-answer questions about their interactions with patients (Appendix 2).  
The design of the interview guide was driven by existing literature on liking, 
teamwork, difficult patients, theories of countertransference, as well as the 
personal anecdotes and consensus of the study team.  On average, the 
interviews were between 20-30 minutes in length.  The interviewer took detailed 
notes during each interview and audio-recorded all but three interviews.  Each 
interview and its accompanying notes were de-identified, transcribed, and 
entered into the software NVivo (NVivo for Mac, version 10) for analysis.  All 
interviews were conducted in English.  
Participants were compensated with a $50 gift card.  An iterative 
sampling approach was used until the interviews reached saturation.   
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Data Analysis 
The study utilized the Giorgi method of data analysis, as modified by 
Malterud24 to develop descriptions and notions related to human experiences— 
in this case, experiences in primary care.  Each interview transcript was 
analyzed by two independent members of the study team (JLL and ERP), first by 
getting an overall impression of the interview, then identifying and coding each 
meaning unit as NVivo nodes24.  The contents of each meaning unit were then 
abstracted and organized into groups with other units as themes emerged24.  
The interview guide was compared with the notes and transcript to support and 
refine the analysis in this iterative process.  Disagreements in coding between 
the two independent members of the study team were resolved by consensus 
with a third independent investigator.  
The study was reviewed and deemed exempt by the Johns Hopkins 





Interviews were completed with 25 participants.  The participants were 
predominantly white (84%) and female (56%).  Four major themes, each with its 
subsections, emerged from careful review of the transcripts; they are described 
here in detail and summarized in Table 1.  
Physician Perspectives on Having ‘Favorite Patients’ 
Quantifying Favorites 
 While the term ‘favorite patient’ is not yet established in the medical 
literature, participants had a range of reactions to the idea of favorite patients.  
Some had a clear, pre-conceived idea in mind while others had not considered 
the term until they were contacted but upon reflection, recognized favorite 
patients in their practices.  As one participant explained, “I wouldn't have used 
the term favorite before your email for the study.  But in thinking about this 
there are certain that pop up that I think, "oh yeah, she's totally one of my 
favorite patients."” 
A few rejected the term entirely and said they had no favorites.  These 
participants did so because to them, the term implied acts of favoritism or 
favoring certain patients over others and they did not feel it applicable to how 
they practice medicine.  Of the remainder that had favorite patients, half the 
participants identified ‘favorite patients’ as a type of patients— those that they 
liked and got along with for differing reasons, and had many over a career, 
while the other half identified ‘favorite patients’ not as a type, but a handful of 
patients that stood out over their career.  
Relationship to Physician Motivation 
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 The participants in this study overwhelmingly enjoyed their interactions 
with the majority of their patients, and felt driven to help them.  As one 
participant said, “Part of the reason that I do this job is because I want to help 
people and enjoy helping them.” They discussed looking forward to seeing 
patients they know, checking up on patients, solving medical challenges, and 
helping improve patient health as a part of their work.  Though participants 
were careful to caution that while they found these rich relationships 
“satisfying,” they are not solely “driven by satisfactions,” respondents enjoyed 
relationships in which they are entrusted with their patients care.  Regardless 
of how many favorites they have, these participants liked most of their patients.  
Favorite patients then, represent not just people they like, but those that they 
like more than others.  As one participant explained, “I genuinely like 
people.  For me to have someone who rises to the favorite level means they have 
to be super special.” 
Relationship to Physician Role 
 Participants raised the notion of boundaries as they discussed their 
views on patient care and their patient panel, often in relation to the limits of 
their positive regard and appropriate behavior within the bounds of the 
physician-patient role.  While many participants expressed undeniable 
fondness for their patients, describing favorites as “like family,” or “like old 
friends,” they were also careful to draw the distinctions, many noting that they 
would not socialize with patients outside of the clinic and noting that they 
would not have family members or close friends as patients.  One participant 
summarized the contradiction this way, “I'm trying to figure out how to define 
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this.  I don't do things outside of the office, I don't do Facebook or any social 
media with patients.  But at the same time, I do feel like I'm their friend.”   
 Participants also discussed the patient-physician role and how they 
approached patient care.  In discussing favorite patients, but especially their 
challenging patients, physicians often used the term “it’s not about me” to 
indicate that their interactions on the patients are focused on the patient and 
meeting the patient’s needs, regardless of their feelings toward them.  Favorite 
boundaries can complicate these distinct roles and boundaries.  Yet despite the 
need for boundaries and a concerted effort to focus on patients, the majority of 
respondents (22 out of 25) claimed to have favorite patients in some form and 
felt that it was almost an unavoidable part of their job.  As one participant said: 
I think it's human nature to like some people more than others.  It just 
is.  To suggest that it's not the truth is sticking your head in the sand. 
The Favorite Patient 
Attributes of Favorite Patients 
For many, favorite patients were not necessarily the most compliant 
patients, or those most similar to the physicians in socio-demographic 
characteristics.  Many favorites were neither.  Instead, some participants spoke 
of similar personality traits, outlooks, of “something” that clicked in their 
personalities while others noted admirable qualities in their favorite patients.  
As one participant explains, “Some of it is their personality, some of it things we 
have in common, and some of it is their stories… they're favorites for [different 
reasons] just like you have different children and you like your children all 
equally, but they're different.”  Accordingly, participants described their favorite 
patients in an array of positive terms that represented “something enjoyable” 
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about the patients, such as “smart,” “lovely,” and “memorable.”  Despite the 
range, there were three characteristics that were true of almost every favorite 
patient: they were long time patients, they were very sick, and they handled 
their difficult circumstances gracefully.  The length of the “long time” 
relationship, however, varied from a year to decades, depending on how long 
the physician has been in practice.   
Interactions with Favorite Patients  
 Participants described their interactions with favorite patients as warm 
and interactive.  Favorite patients revealed stories about their histories, 
families, and interests in these encounters and often asked after their 
physicians and families, though participants noted being careful not to disclose 
too many personal traits about themselves.  Rather than blindly following or 
rejecting physician orders, favorite patients had dialogues with their physicians 
regarding their treatment and effective working relationships with open 
communication.  Because so many favorite patients were long time and very 
sick patients, participants spent more time with them than they had other 
patients.  Oftentimes, favorite patient-physician interactions involved going 
through a crisis, such as a hospitalization or a health issue that warranted 
repeated visits through which a bond was crystallized. These interactions often 
had satisfying outcomes for physicians, especially when they were able to 
address their favorite patients’ needs. 
Effect of the Favorite Patient Relationship 
Effect on Physicians  
 Participants generally spoke of the effects of their relationships with 
favorite patients in positive terms—noting, for example, “honestly, it improves 
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my day to see them.” A few cited specific lessons they learned in caring for their 
favorite patients, such as learning to resist solving every issue.  Yet becoming 
attached to favorite patients also came with emotional consequences: losing 
favorites patients caused grief.  “Sometimes it’s mildly painful,” one participant 
remarked, “and sometimes it’s very painful when somebody you really like quits 
your practice.”   
Effect on Patients 
 Physicians enjoyed their relationships with their favorite patients and 
believed that their patients, too, appreciated the bond.  One participant 
described her favorite patient as “brightening at our visits,” while another said, 
“he treasures me, just like I treasure him.”  Aware of the depth of these bonds 
and the potential effects on their judgment, most participants prefaced their 
responses with statements about trying to treat their patients equally.  Yet even 
those that tried to treat patients equally also admitted devoting extra effort to 
the care of their favorite patients.  The extra effort often manifest themselves in 
small things—such as returning a call faster or doing paperwork faster.  
Participants also spoke of being there for life events, like attending a wedding or 
speaking at a favorite patient’s funeral that they would not do for every patient 
that they liked.  Regarding patient care, the most tangible benefits to patients 
are that as their physicians’ favorite, who are most often medically complicated 
patients that have spent a lot of time together, their physicians know them and 
their circumstances very well. As a result of this knowledge, they become the 
person best suited to take care of their patients.  One participant described it 
this way: 
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“I have a patient who gets non-cardiac related chest pains and she goes 
to the ER like once a month and they always do some sort of thing that 
she doesn’t need because they don’t know her. I know her, and I’m just 
not going to send her to the ER for that because I know what it is.” 
Effects on How Physicians Communicate  
Exploring whether and how the patient-physician relationship affects 
patient care farther, participants were asked which patients had their cellphone 
numbers and email addresses to understand how access decisions are made.  
Cellphone numbers were most privileged and when given, generally only to a 
few patients whose illness or circumstances warranted having access to their 
physicians.  Some favorite patients fell into these categories, though just as 
many did not.  Regarding email access, though respondents discussed the 
deficiencies of email use, including concerns of data security and the possibility 
of missing messages, email use was more prevalent and accepted, especially 
when many patients could find physician email information online.  A little 
more than half of participants didn’t place any restrictions on who they 
communicated with via email.  For physicians that did, granting patients email 
access was characterized by circumstance (e.g. patients traveling abroad) and 
whether patients were physicians.  Respondents discussed being more inclined 
to use email to communicate with patients who were either employed within the 
same hospital system and/or were physicians themselves.  To overcome some of 
the deficiencies of email use raised, participants encouraged patients toward 
the secure-message feature of the newly electronic health record system and 
away from email.  
Challenging Patients 
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The Opposite of Favorite 
In discussing favorite patients, participants inevitably made unprompted 
comparisons to their least favorite patients.  Reinforcing the notion that these 
physicians generally liked their patients, participants noted that they had more 
favorites than challenges.  While participants gave a range of positive 
characteristics to describe their favorite patients, their perspectives on 
challenging patients were less varied.  While interactions with favorite patients 
were often characterized by patients and physicians working well together to 
address an ailment, interactions with least favorite patients were the opposite.  
The physicians’ most challenging patients often struggled with mental illness.  
Participants described these patients as lacking an understanding of the limits 
of what a physician can do and demanding services that were inappropriate for 
their care, leaving patients unsatisfied and feeling like they cannot or do not 
know how to help their patients.  These challenging patients also affected their 
physicians; whereas favorite patients motivated them to go above and beyond, 
perceived abuse of privileges by patients motivate them to restrict access.  One 
said, for example, “I had a patient with pathologies who would write paragraph 
after paragraph after paragraph in emails.  So I actively do not give out my 
email.”  And more so than with favorite patients, participants used emotionally 
charged words to describe the effect of challenging patients on them, such as 
being “worn down,” having a “cringe reflex.”  Participants also described these 
patients as “sucking the life of you” and “taking a pound of flesh.”  Like favorite 
patients, challenging patients are also characterized by personality, rather than 
medical, issues.  For example, one participant noted:  
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“If you said, you have a choice of seeing your patient who is medically 
complicated or who is personality complicates the issue, I'll take the medically 
complicated one anytime.  Hands down.  I find that less emotionally draining 
than somebody where it's a personality issue.”   
Physician Self Awareness Regarding Challenging Patients 
 Several participants noted that being aware that they have favorite and 
least favorite patients helped them to treat patients equally.  One participant 
explained, “It's OK to like some patients more than others [as long as one is] 
aware of that.  The big part is not changing your behaviors for other people.”  
Another participant spoke of the importance of being able to recognize and 
overcome reactions to least favorite patients for the same reason, noting: 
  “I think the more important things is to acknowledge that there is 
something about a patient that is less appealing, because some personalities 
are just less appealing.  And then say, ‘But I still have to give them the 
appropriate attention and think through the problem like I would if I felt 
differently about them.’"   
Once Challenging Patients 
 While favorite patients do not appear to fall out of favorite status in their 
physicians’ eyes, many participants spoke of how once challenging patients 
became their favorites.  Often, this is accompanied by both the passage of time 
and a change in perspective on the physician’s part as they realize how they 
can best help these challenging patients.  For example, several participants 
spoke of realizing the therapeutic effect of the visit itself for challenging 
patients.  One participant describes the experience this way: 
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[There was one woman who] started as someone I dreaded seeing 
because she was constantly running out of her pain medication. […] I 
had a total shift when I realized that she actually didn't come in for pain 
medication.  She'd come in and say that she's in pain and I realized that 
[… ] she just wants someone to see her through.  I would do relaxation 
exercises [with her]- stuff I had never learned in medical school but I had 
learned throughout my life. […] She was so appreciative of those things— 
she was one of my favorite people in the end but in the beginning it 
wasn't that way. 
Other physicians learned to deal with challenging patients by taking a global 
perspective and recognizing that challenging patients themselves can change, 
noting, “I've been doing this a long time, I've been able to see the ebb and flow 
in patients and know that they'll go through a bad period where they'll be 
complaining and depressed and I'll not enjoy seeing them, but if I wait enough 
they'll come out of it and that's a perspective I didn't have earlier on.”   
Beyond having a better understanding of their patients and how to help 
them, physicians also spoke of transitioning patients from least favorite to 
favorite as a necessary coping mechanism, so that there is something to look 
forward to with all patients.  One participant explains that, “I'm trying to 
convince myself that the challenging patient is the most gratifying if I have a 
good attitude about it…  it's necessary for survival, to redefine favorite as you 
go through a medical career.  Because if you face a day when you can't stand a 





By illuminating how primary care physicians view the idea of favorite 
patients and their own favorite patients, we shed light on a previously 
unexamined phenomenon.  Despite the literature on how people like and are 
attracted to other people who are like them, our results found that favorite 
patients were often dissimilar from their physicians in socio-demographic and 
personality traits.  Instead, in line with literature on heart-sink patients and 
countertransference21,25, our results suggested that there is no one model of 
favorite patient but depends on the physician.  Just as difficult patients are 
defined by their physicians and negative reactions to them are triggered by 
physicians’ own experiences and the physicians reactions to patient attributes 
rather than the attributes themselves, physician perceptions of favorite patients 
are different for everyone.  Humor, for example, was prized by some but not 
others. 
This analysis demonstrated that like the ‘heart sink’ or ‘hateful’ patient, 
primary care physicians also have favorite patients.  According to them, they 
have more favorite patients than they do least favorites.  Participants were 
thoughtful about their approaches to patient care and tried not to treat patients 
differently regardless of their feelings.  Favorite patients exhibited a variety of 
positive characteristics and were often dissimilar from their physicians.  While 
challenging patients can improve to become favorite patients, favorite patients 
did not seem to lose their status.  Physician decisions in granting 
communication access to patients appeared to be driven less by favorite status 
than by health status and whether the patient is a peer.  
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The interviews also shed light on circumstances that are conducive to 
building a strong patient-physician bond— time, either through months, years, 
or even decades of relationship building, or accelerated through going dealing 
with a difficult health problems that required more acute interactions, or both.   
The study also illuminated how physicians decide how to communicate 
with their patients outside of the clinic setting and showed that though 
physician preference played a part in whether and how much they used 
cellphone and email to communicate with patients, patient behavior also played 
a part.  For emails, particularly, physicians mentioned communicating via email 
if patients asked to, if patients had a circumstance that required email 
communication, and if patients were familiar enough (as colleagues or fellow 
physicians) that physicians felt comfortable doing so.  These results echo 
previous survey findings by Lee et al that most physicians are willing to engage 
in email communications with patients if patients ask, regardless of physician 
preference. 
Even though participants did not share any experiences in which their 
judgments were distorted because of their attachment to their patients, and 
many thought themselves capable of making undistorted judgments, they were 
nevertheless aware of the consequences of being too attached to their patients 
and raised these potential concerns in the discussion, especially in regards to 
the boundaries that they draw between their patient-physician relationships.  
The literature on VIP patients—patients whose social status lead their 
physicians to deviate from usual care— highlights the physician urge to treat 
certain patients differently from others, particularly when the patient is a close 
friend, family member, colleague, or bears gifts, as well as the dangers in doing 
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so12,26,27.  More evidence is needed, however, to quantify the prevalence and 
magnitude of such a phenomenon among primary care physicians.  
 While the strength of this study are in its detailed descriptions of 
physician experiences with favorite patients, there are several limitations to the 
study to be reviewed.  First, we recognize that by only focusing on participants 
who were affiliated with a large, academic medical center, we might have a 
limited view of the heterogeneity of primary care physician perspectives on 
favorite patients.  In including participants who practiced in several different 
clinic settings, did try to include a variety of experiences.  Despite this, these 
academic respondents were very reflective and self-aware, and a few cited works 
of their colleagues on patient-physician relationships and communication in 
their interviews.  While it is likely that the reflections of these respondents may 
differ from those not as acutely aware of the literature on patient-physician 
relationships, their experiences with the patients did not appear to be 
demonstrably different.  Second, physician remarks on their interactions with 
favorite patients reflected their perceptions of the relationship and might not 
reflect their actual behavior or their patients’ intent.  Physicians may, for 
example, underestimate the extra effort they exert on their favorite patients or 
overestimate how much their relationships benefit the patients.  Nevertheless, 
this study provided us with unique insights into the concept of favorite patients 
previously unavailable in the literature.   
Despite the limitations, our findings have practice implications for 
primary care physicians.  The benefit of having favorite patients to physicians 
was undeniable— participants were partially motivated by their relationships 
with their patients and as one participant put it simply, the favorites “help 
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outweigh the bad.”  Some patients also benefitted from favorite patient-
physician relationship, though the differences in patient care appeared slight.  
Given the positive effects these relationships have on physicians and few, if any, 
experienced downsides for the overall patient population, our findings suggests 
that being thoughtful and reflective about having favorite patients may help 
primary care physicians regard their practice positively and sustain them in 
their practice.  In dealing with both favorite and challenging patients, 
acknowledging their patients’ effects on them can also help their ability to give 
appropriate care to their patients.   
For patients, the findings of our study shed light on the duality of the 
patient-physician relationship and how best to work with their primary care 
physicians.  Rather than striving to be favorite patients, patients should realize 
the two-way nature of their relationship with their physicians and that they can 
dictate how they communicate with their physicians.  Reinforced by our 
findings on how physicians determine patient access to communication 
technology, physician comments like “it’s not about me” and their discussions 
of open communication between patients and physicians, patients should be 
empowered by their role in shaping the patient-physician relationship.  The 
crucial role time plays in the favorite patient-physician, and the added 
knowledge that comes from time, also point to the importance of having a usual 
source of care and establishing a relationship with a primary care physician.    
For educators and health systems, the findings of this study illustrate 
the strength of the patient-physician bond.  The varied experiences of the 
participants and their diverse judgments in how they draw boundaries in their 
patient relationships also suggest a need for guidelines on patient access to 
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physicians and other boundaries.  Given how differently physicians consider 
their relationships with patients and how they choose who to communicate with 
via cellphone, email, and secure messaging systems, further guidance on how 
boundaries should be drawn and communications outside of the office should 
occur could lead to more uniform patient experiences.   
Conclusion:  
Just as we like some people more than others, physicians have patients 
that they like more than others.  Most often, favorite patients are not 
necessarily similar to their physicians in socio-demographic characteristics, 
instead, they are characterized by a long-term relationship with their 
physicians, illness, and the grace with which patients handle difficult 
circumstances.  Recognizing the existence of favorite patients allows physicians 
to be mindful about the patient-physician relationship, just as acknowledging 
countertransference also helps to minimize its effects.  Future work on this 
subject could survey a broader population of physicians to assess the gradation 
and degree to which the themes generated from the analysis reflect experiences 
and attitudes regarding favorite patients in general practice.       
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Table 1: Summary of Interview Themes 
 






While a few 
participants claimed to 
have no favorites, the 
rest were divided 
between those who had 
many and those with 
only a few.   
“When I think of 
favorites, there are 3 
that come to mind.”  
“I don't think I could 
name them.  I have 





Physicians like and are 
motivated to help 
people; favorite patients 
are people they like 
even more.   
“Part of the reason 
that I do this job is 
because I want to 
help people and enjoy 
helping them.  I like 
to see patients who I 
seem to usually 
help.” 
 
 Physician role 
Physicians see distinct 
roles for themselves 
and their patients; 
friendships and favorite 
patients can blur the 
boundaries of those  
roles.  
“I'm trying to figure 
out how to define 
this.  I don't do 
things outside of the 
office, I don't do 
Facebook or any 
social media with 
patients.  But at the 
same time, I do feel 
like I'm their friend.”   
Favorite Patients Attributes  
Favorite patients have 
a number of positive 
characteristics; most 
often, they are long 
term patients, who 
have significant illness, 
and bear hardships 
with grace.   
“Some of it is their 
personality, some of 
it things we have in 
common, and some 
of it is their stories… 
they're favorites for 
[different reasons].” 
 Interactions 
Favorite patients have 
effective working 
relationships and open 
communications and a 
bond often forged 
through going through 
a health crisis together 
“If I had to think of a 
theme, it would be 
people with whom 
there was some 
challenge[…] that we 
were able to partner 
and work through.” 




Favorite patients have 
a positive effect on their 
physicians, but losing 
these patients can be 
painful. 
“Honestly, it 
improves my day to 
see  [my favorite 
patients].  I consider 
that person a part of 
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my professional life 
[...].  I value their 
presence.” 
 On patients 
Favorite patients enjoy 
seeing their physicians 
and their physicians 
know them well; some 
may have better access 
to their physicians than 
other patients. 
“There is a truth to 
the fact that my 
favorite patients 
probably hear back 
from me more rapidly 






Physicians only give 
their cellphone 
numbers to the sickest 
patients; email 
addresses are available 
to more patients, and 
especially to fellow 
physicians.  Sometimes 
favorite patients fall 
into these categories. 
“Our medical 
colleagues are 
emailers [… ], you 
know they're not 
going to abuse it.  So 
my medical 
colleagues, [will have 






Least favorite patients 
do not understand the 
limits of what 
physicians can do for 
them and demand 
inappropriate services; 
often, these patients 
have mental illnesses.   
“There are certain 
patients that I groan 
when I see them on 
my list because they 
take up a lot of 
time.  Not because 




patients who create 





Physicians are aware 
how having favorite and 
least favorite patients 
may affect their 
judgment, and believe 
that recognizing their 
feelings helps them to 
treat patients equally.   
 “I think the more 
important things is to 
acknowledge that 
there is something 
about a patient that 
is less appealing […] 
and then say, ’But I 
still have to give 
them the appropriate 
attention and think 
through the problem 






Favorite patients do not 
fall out of favor, but 
“Patients who I never 
thought I would even 
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patients some least favorite 
patients become 
favorites over time.   
come to like grow 
into some favorites 
[through the] shared 
experience of 
knowing them for 






Summary of Findings: 
 
This analysis considered patient-provider relationship through three 
different aims.   
Aim 1:   To characterize provider use and concerns about cellphone, email, and 
text-messaging to communicate with patients, and provider patterns of 
communication. 
While more respondents had used their cellphones than email to 
communicate to patients, providers were more inclined to give their email 
addresses than cellphone numbers.  Provider sex, specialty, and year of 
graduation were not associated with use of communication technologies.  
However, academic providers and providers who gave patients their email 
addresses were significantly more likely to use email to communicate with 
patients than their counterparts.   
Aim 2: To assess the relationship between provider use of cellphone, email, and 
text-messaging to communicate with patients and patient satisfaction.   
Non-pediatric providers who made their email addresses available to 
patients had higher overall satisfaction scores, holding provider and pediatric 
variables equal., There were no other significant associations between provider 
use of communication technologies and the specific domains of patient 
satisfaction.  The offering of a provider email address is a signifier of an aspect 
of the patient-provider relationship not captured by the satisfaction survey..  
Aim 3:  To describe primary care physician experiences with favorite patients and 
how such patients may influence how they provide care.   
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 Physicians have favorite patients for many reasons.  While personality 
and socio-demographic factors may differ, favorite patients tend to be very sick, 
have long time relationships with their physicians, and go through their 
medical challenges in a graceful manner.  While physicians try to treat all of 
their patients the same, some favorite patients receive more access to their 
physicians than others, though it is difficult to untangle whether this is a result 
of their medical condition or favorite patient status.   
Policy Implications 
 
These findings present three important implications.  The frequent 
provider use of cellphone and email to communication with patients outside of 
the clinic setting and provider acknowledgement that they would use email to 
communicate with their patients if first contacted by their patients suggests the 
need for institutional guidelines for that establish expectations and boundaries 
in communicating with patients outside of the office, especially when time spent 
communicating with patients is such a concern.  That providers who give their 
email addresses had significantly higher satisfaction scores than their 
counterparts who do not and the indirect finding of patient interest in 
communicating with physicians using these communication technologies also 
suggest a need to reconsider existing restrictions on email communication 
between patients and providers.   
For healthcare providers, particularly physicians, the satisfaction finding 
hints at the importance of the patient-provider relationship in a patient’s 
satisfaction with their provider.  The coming shift to secure-messaging suggest 
that patient use of electronic communication will likely increase in the coming 
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years and providers will need to figure out how best to communicate and deliver 
care electronically and overcome concerns regarding time, boundaries, and 
patient understanding.  
For patients, the survey results on how providers communicate outside 
of the office as well as the interviews on favorite patients suggest a bidirectional 
relationship between patients and physicians.  Patients should be reassured 
that their physicians take their preferences into account and empowered to 
discuss how they want to communicate and approach their care with their 
physicians.  Further, that most favorite patients have long term relationships 
with their physicians and their physicians know these patients well as a result, 
often in ways critical to their care, highlights the importance of having a usual 
source of care and primary care physician.   
Directions for Future Research  
 
This work points toward several areas of future research, including an 
expansion of this manuscript to better examine the nuances of the relationship 
between patient satisfaction and provider communication behaviors.  The 
increasing prevalence of electronic health record systems with secure 
messaging capabilities is another natural next step.  Future work could 
examine the effects of such a shift on physician workload, patient satisfaction, 
and the patient-physician relationship.  Additional work focusing on the 
relational aspect of patient-physician communication could include surveying a 
large cohort of physicians on their perspectives on, and experiences with, 
favorite patients, as well as their decision making approaches to patient-
physician communication outside of the clinic setting. 
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Appendix 1: Sensitivity Analysis Separating Academic and 
Community Providers 
 
Table 2.1: Use of cellphone, email, and text-messaging 
 
 Community Academic P-value 
Cellphone 49% 71% 0.07 
Email 27% 81% <0.001 
Text 2% 10% 0.12 
Give cell 35% 48% 0.27 








 Not Important Somewhat 
Important 
Important 
Data security 18% 6% 76% 
Time 16% 12% 72% 
Patient 
understanding 
3% 11% 86% 
Patient 
preference 
14% 24% 62% 
Regulation 7% 20% 73% 
Missing a 
message 
7% 12% 81% 
 
Academic Providers 
 Not Important Somewhat 
Important 
Important 
Data security 26% 37% 37% 
Time 5% 21% 74% 
Patient 
understanding 
21% 11% 68% 
Patient 
preference 
11% 21% 68% 
Regulation 37% 21% 42% 
Missing a 
message 




Table 2.3:  Regression correlates of cellphone and email use 
 
Community Providers 
 Cellphone Use Email Use 
 OR 95% 
CI 






Given email address   9.44** 2.09-42.67 
Female  1.94 0.49-
7.63 
1.40 0.38-5.14 
Graduation year   (reference: pre-1980)   
  1980-1989 0.13 0.01-
2.00 
1.55 0.13-18.04 
  1990-1999 0.27 0.02-
3.12 
1.12 0.13-9.51 
  2000+ 0.37 0.03-
5.32 
0.68 0.06-8.08 






Family Medicine 1.20 0.19-
7.61 
0.83 0.00-1.64 
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Appendix 2:  Interview Guide 
 
Hello, Dr. X.  Thank you for speaking with me today.  As you already know, I 
am from the Johns Hopkins Bloomberg School of Public Health and would like 
to talk to you about a study on provider experiences with their favorite patients.  
We ask you to join this study because you are a primary care provider from GIM 
who can provide thoughtful answers on the topic.   
 
As a thank you for your participation, we will compensate you for your time 
with a $50 gift card. 
 
If it’s OK with you, I would like to take notes and record our conversation so I 
can remember your responses as best as I can.  Do I have your permission to 
do so?   
 
May I begin? 
 
I want to start by exploring what makes a good day for you— when you are 
right at the start of a patient care session, say, the beginning of the day, is 
there anything in particular that you hope for?  Or look forward to?  
 
(For example, are there certain patients will or won’t be on your 
schedule, that the patients you see will in general have followed up with 
your advice and/or gotten better, that you will be able to finish your 
notes by the end of the session, etc.) 
 
Now, we think that everyone has some patients that they look forward to more 
than others.  On a typical day for you, can you tell me what makes some 
patients more likable than others?   
 
Would you say these are the same traits you would identify as a favorite 
patient? 
 
Can you tell me what the term favorite patient means to you, or how you define 
that term?   
 
(For example, a patient who you get excited to see or who you like 




Can you tell me about some of your favorite patients?  
 
 Status/background/how long 
 Current/past/ranking 
 Personality 
 Words might use to describe them 
 
  How do you mean? 
  You mentioned - , can you tell me a little bit more? 
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Many doctors talk of going through an experience or a journey with a patient, 
was this the case with you?  Can you tell me about some of these journeys? 
 
I’m also interested in why you think that this patient is such a good match for 
you, or what makes this patient so appealing 
 
 Do you have sense if this patient likes you? 
 Likable 
 Like friends or not 
 Anything you don’t like 
 
Now (that I’ve heard about what these patients are like) I’m interested to hear 
about your interactions with your favorite patient.  Can you tell me what your 
interactions are like? 
 
Is there anything about these interactions that’s different than how you interact 
with other patients? 
 
 Called by first name 
 Patient has phone number 
 Tone, length, content 
   
  Who else would typically have access like this- 
 
Do you feel that you have benefitted from having this patient? 
 
Has your patient benefitted from being your favorite? 
 
Doctors are often warned about getting too attached to their patients, can you 
think of any downsides to your relationship with this patient? 
 
Something about other favorites?   
 
This is about all the questions I have for you.  Is there anything you think I’ve 
missed, anything else you’d like to tell me about this patient? 
 
If you have any questions about this or think of anything you would like to add, 
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